
 

 

 
 

                                                AATTLLAANNTTIICC  RRAADDIIOOLLOOGGIICC  IIMMAAGGIINNGG 

 

                   PODIATRIC MRI REQUEST FORM 
 

Patient Name: __________________________________________Date of Birth: ______________ 

Account Number: ____________Height/Weight:______________Home Phone: _______________ 

Insurance:___________________Policy ID#: ________________Group#: ___________________ 

MRI appointment date: ____________________ Call to schedule appointment: _______________ 

Nature/Cause of Injury: ____________________________________________________________ 

Diagnosis/ICD-9 Code: ____________________ Previous MRI/Surgery: _____________________ 
 

 

IMAGING OF FOOT AND ANKLE               
 

                              PLEASE MARK X AT THE LOCATION OF SUSPECTED PATHOLOGY 
 

 
 
□Ankle             □ Right        □ Left 
□Hindfoot        □ Right         □ Left 
□Midfoot          □ Right        □ Left 
□Toes               □ Right         □ Left 

 

INDICATION: 

 
 
 
 
 
 
 
 
 
COMMENTS: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
                       
                   Referring Physician Signature: _____________________ 
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□ Achilles tear                           
□ Anterolateral Impingement                
□ Calcaneal fracture                     
□ Coalition                                 
□ Infection: Cellultis vs. Osteomyelitis    
□ Mass (Morton’s neuroma, ganglions)    
□ Metatarsal fracture                

 

□ OLT (talar dome) 
□ Osteoarthrosis    
□ Plantar fasciitis 
□ Plantar fibromatosis 
□ Peroneal tear 
□ PTT (flexor) tear 
□ Sinus Tarsi syndrome/Tarsal Tunnel 

 


